DEFARTMENT CF HEALTH AND HUMAN SERVICES Form Appaceed
CENTERS FOR MEDICARE & MEDICAID SERVICES OME: Mo, 0225-0873

CERTIFICATE OF MEDICAL NECESSITY DME MAC 04.04C
CMS-847 — OSTEOGENESIS STIMULATORS

SECTION A Certification Type/Date: INITIAL __/ /  REVISED _ / /  RECERTIFICATION _/ |

FATIENT MAME, ADDIRESS, TELEPHOMNE ard HIC MUMBER SUPPLIER MAME. ADDRESS, TELEPHOME and NSC or applicabls
HPI HUMEERLEGACY NLUMBER
(- __ HICN - - _ MNBCarNPl# _
PLAGE OF SERVIGE HCPCS GODE PTDOB __ /| Sex (MF) Ht (i) Wi___ (lbs.)
MWAME and ADDRESS of FACILITY PHYSICIAN NAME, ADDRESS, TELEPHOME and apgplicabls
I 4 podivsiiie (e Favarsd) HPI HUMEER or LIPIM
- _ LPINaorNPI &
SECTION B Information in this Section May Not Be Completed by the Supplier of the ltems/Supplies.
EST. LEMGTH OF NEED (# OF MONTHS): -85 (2= IFETIME) DIAGNOSIS CODES (CD-9):

AMSWERS QUESTIONS 1-5 ARE BLANE,

ANSWER QUESTIONS 8-8 FOR NONSPINAL ELECTRICAL OSTEQGENESIS STIMULATOR.

AMEWER QUESTIONS 8-11 FOR SPINAL ELECTRICAL OSTEQGEMESIS STIMULATOR,

AMEWER QUESTIONS 8 AND 12 FOR ULTRASCOMNIC OSTEQGENSIS STIMULATOR

(Circke Y for Yes, M for Mo, or D for Doss NotApply. Forquestions about manths, smter -9 or O f leas than ane month, snter 1.)

al ¥ W D &, In afracturs, has thers besn no clinlcally elgnifizant rediographic svidencs of healing for & minmum of 20 daye?
al ¥ M L 7. (&) Dosa the patient have a failed fusion of a joint other than the spins?
(3} (b} How many monthe pricr to ardering the devies did the patient have the fusion?
¥ N D 8, Dosathe patisnt have a conganital peeudoanthrosis?
a) ¥ N D 9. {a) Iz the device being ordersd as a treatment of & failed singls level spinal fusion surgery in & patient who has not
), had & recent repsat fuslon?
(k) How mrany mainths prics to ardering the devies did the patisnt have the fusion?
a)¥ M D 10, {a) ls the device being ordered as an adjunct to repeat singls lsvel spinal fusion surgery in a patient with a previously
&3] N tailed spinal fusicn at the same levelis)?
) (k) Hes rrny manitha, price to ardering the deviee did the patisnt have the repsat fusion?
(=) How many months prior o ordering the devics did the patient hawve the previously failed fusion?
A M [n} 1. Is the device being ordersd following mubi-level spinal fusion surgeny®
¥ N D 12, Has there been at lsast one open sugical intervention for treatment of the fraclus?
MAME OF PERSON AMSWERING SECTION B GUESTIONS, IF OTHER THAN PHYSICIAN (Plase Print);
MAME: TITLE: EMPLOYER:
SECTION C Narrative Descnption of Equipment and Cost

(1) Marrative description of all items, accessories and options ordersd; (2) Supplier's chargs; and (3) Medicare Fee Schedule Allbwares for sach
itern, accessory, and option. (2 instructions on back)

SECTION D PHYSICIAN Attestation and Signature/Date

I zertify that | am the treating physician dentified in Section & of this form. | have recsheed Sectione A, B and © of the Cadificate of Medical
Mecsseity (including changes for teme ordered). Any statement on my letterhead attached hasto, has been mviswed and signed by me. | cerify
that the medical necessity information in Section B is true, accurste and complets, to the best of my knowledge, and | understand that any
falsification, amission. or concealment of material fact in that section may subject ma to civil or eriminal liakility,

PHYSICIAN'S SIGNATURE DAFE - f -
Form CMS-847 (00005




INSTRUCTIONS FOR COMPLETING THE CERTIFICATE OF MEDICAL NECESSITY

FOR OSTEOGENESIS STIMULATORS (CMS-84T)

SECTION A:

CERTIFIZATION
TYPE/DATE:

FATIENT
INFORMAT 1M

SLUPPLIER
INFORMAT ICIM:

PLACE OF SERVICE:

FACILITY MAME:
HCPGS CODES:

FATIENT C<2B, HEIGHT,
WEIGHT AND SEX:

PHYSICIAN MAME,
ADDRESS:

PHYSICIAN
INFORMATION:

PHYSICIAN'S
TELEPHONE MO

SECTION B:

EST, LEMGTH OF NEED:

DIAGMOSIS CODES:

CUESTION SECTION:

NAME OF PERSON
AMSWERING SECTION B
QUESTIONS;

SECTION C:

MARRATIVE
CESCRIPTION OF
EQUIPMEMT & COET:

SECTION D-

PHYSICIAN
ATTESTATION:

PHYSICIAN SIGHATURE
AMND DATE:

[May be completed by the supplisr]

If thiz iz an initial cenification for this patient, indicate this by placing date (MM/DDNY) needed initially in the spacs
marked “INITIAL" i this iz & revissd cartification (to be completed when the physician changes the arder, based on the
patizrt's changing clinizal nesds), indizate the initial date needad in the spase marksd “INITIAL," and indicats the
recerification date in the space marked *REVISED." K this is a recertification, indicate the initial date nesded in the
space marksd “INITIAL," and indicats the recertification dats in the space marked "RECERTIFICATION.” Whether
aubanitting a REVISED or a RECERTIFIED CMM, b= sure to always fumish the IMITIAL date as well as the REVISED or
RECERTIFICATICN dats,

Indizate the patient’'s name, pemanant legal address, telephons numbsr and histher haaltth Fsurance claim numbse
(HICH) as it appeas on hisher Medicare card and on the claim form.

Indizate the name of your company (supplisr name), address and telephons number along with the Medicars Supplier
Mumbsr assioned 1o you by the National Supplier Clsaringhouze (NSC) or applicable Maticral Provider Identifisr (NP1, |
using the NP Mumbsr, indicats this by using the qualifier 20 followsed by the 10-digit numbar, | using a legacy number,
e.a. MSC number, vee the qualifier 10 followed by the 4 O-digit number. (For ssmmple. 4 Caeoonoonond

Indizate the place in which the item is being used, 2., patient's home Is 12, skilled nursing facility (SNF) iz 31, End
Stage Renal Dissass (ESRD facility is 85, etz, Rsfer to the DMERC supplisr manual for a complets list.

If the place of serics is a facility, indicste the name and complete sddrees of the facility.

List alt HCPCS procedure codes for teme ordered. Procedurs codes that do nod requine certifization should not bes listed
on the CMN,

Indicats patients date of Hith (MMTDAY) and sex (male or female); height in inches and weight in pounds, it requested.
Indizate the PHYSICIAN'S name and complete mailing address,

Accurately indicate the treating physician's Uinique Physician identification Number (UPIN) or applicable National
Provider Identifier (MPI). f using the NP1 Numbsr, indicate this by using the qualifier XX followed by the 10-digit number.
If using UPIN number, use the qualifier 15 followed by the B-digit numbsrn (For example. 1Gxooonog

Indizate the telaphons numbsr whers the physician can bs contacted (preferably where records would be accessible
pertaining 1o this patient) i more information is needed.

[May not be complated by the supplier. Whils this section may be completad by a non-physician clinician, or a
Physizian employes, it must be reviewed, and the CMMN signed (in Saction D) by the treating practitioner.)

Indizate the estimated langth of nesd (the langth of tims the physician expects the patient to requirs use of the ordersd
fteam) by filling in the appropriate number of mantha. | the patiant will require the item for the duration of hisher lifs, then
enter " 98,

In the first spacs, list the 1009 cods thet reprecsnte the primany reason for ardering this itam. List any additional 1003
codss that would further describe the medical need for the item (up ta 4 codes),

Thiz esction iz used to gather clinical information 1o help Madicars detarmine the medical necessaity for the bemis)
being ardered, Answer pach question which applies to the items ordersd, cireling ™" for yes. "N forne, or "07 for
doss not apply

If a clinizal professional cther than the treating physician (2.9.. home heatth nurss, physizal therapist, distizian) or a
physician employes arewers the questions of S=ction B, ha/she must print histher name, give his'her professional titls
and the name of histher employer where indicated. if the physician i answsing the questions, this spacs may bes left blank.

[To be complated by the supplier)

Supplier gives (1) & namative description of the item{s) ordared, a5 well as all options, accessoriss, supplies ard drugs;
2] the supplisr's charge for each itemiz), cptions, accessorise, suppliss and drugs; and {23} the Medicara fee schedule
allowancs for each temis), options, accsssories, supplies and drugs, i applicabls.

[To be complated by the physician)

The physiciars sionatue certifiss (1) the CMN which haishe iz reviewing includes Ssctions &, B, G and O (2) the
answars In Section B ars comrect; and (3) the seff-identifying information in Section A s cormsect.

After completion andior review by the physician of Ssctions A, B and ©, the physician's must sign and date the CKMM in
Section O, varifying the Atestation appsaring in this Section. The physican's signaturs ako cerifies the items odersd
are madically neceasary for this patient.

Aroncing bo e Paperwork Aedudtion 421 ol 1905, no persons are reguined 1o respord bo o cdlection ol infomation unkies & deplays a vakd OMBE sonbrol numbss. Tha villd GMB conirol number for

ilu imlormabion collaction lu CO320ET0. The §me required b complets s Informabion ool chion | selimaled 1o averags 12 minukse per

Inzlucing tha 1ime o review Ineiructions, ssarch ackiing

TaEounces, gated e Gala Resced, ad Sompke e and nvkw (he momaton collkcion, T you have @y CoMMents Conoemingd he acaumcy of Fe Bme salimale of suggeslions or mprosing s fom,
plasa wiile o CMS, Alin: FRA Reports Cleamnce Ofcer, 7500 Saoudly Bivd. Ballimore, Maryiand 2244,

DO NOT SUBMIT CLAIMS TO THIS ADDRESS. Please see hitfp://www.medicare.gov/ for nformation on claim filing.

Form CMS-84T (00005) INSTRUCTIONS



